INTRODUCTION
Currently, the assessment of pelvic masses relies heavily on USG as the primary diagnostic tool. However, this may not always identify the origin of such a mass. In such scenario, clinical findings and other investigative modalities are warranted to aid the diagnostic process. In spite of extensive preoperative investigations, the diagnosis may still remain elusive and may only be made at the time of surgery.1
Correspondence: Dr. Brij Kumar Yadav Email: drbrij146@gmail.com Keywords: Appendicular mass, Mucocele of appendix, hemicolectomy 36 when she developed pain in right lower abdomen during morning time while jogging and she has to stop walking and got relieved by taking oral painkiller. It was pricking in nature, radiated towards back and associated with nausea and vomiting She gives history of significant weight loss and anorexia since six months. There was no associated urinary or bowel symptoms.
On examination, there was a cystic mass in the right iliac fossa (RIF) which was elongated, immobile and tender on touch, size about 15x10 cm. Ascites and shifting dullness were absent. Mass was not bimannually palpable per vaginally and cervical motion tenderness was not elicitated. On investigation leucocytosis was noted with neutrophilia, lymphocytosis. An ultrasound scan showed a right sided elongated cystic mass measuring 12.8 x 6.4 cm. The CEA value was grossly increased and CA-125 within normal limit.On further evaluation with CT scan, it revealed appendicular cystic mass suggestive of mucocele of appendix.
She was than posted for emergency laparatotomy. On opening the abdomen ,there was no ascites,no peritoneal deposits. There was a huge yellowish ,shiny cystic ,elongated banana shaped mass in the right iliac fossa originating from caecal base suggesting giant appendicular mass which is shown in figure below. Intraoperatively appendicular lump was present in the right iliac fossa. There was no ascites ,no liver nodules ,no lymph node enlarged. Pouch of Douglas was clear.She underwent right hemi colectomy with end to end ileo -transverse anastomosis.Cut section of the mass showed whitish clear gelly like material and the appendiceal orifice was indurated and hard.Orificeal diameter was >2 cm. Histopathology showed intermediate grade of mucinous tumor of appendix.
Post operatively patient was transferred to ICU then to general ward. Post operative periods were uneventful. Patient was discharged with smiling face and asked to follow up after 2 weeks when she presented with no any complains. 
DISCUSSION
Primary tumors of the appendix are rare. They are usually diagnosed after pathologic inspection of the appendix removed for suspected appendicitis. Although it was previously believed that carcinoid tumors were the most common appendiceal neoplasms, analysis of the Surveillance, Epidemiology, and End Results (SEER) database indicates that mucinous tumors of the appendix are more common. [2] Appendiceal carcinoids are neuroendocrine tumors that are usually of the enterochromaffin cell type. They frequently contain sustentacular cells that express S-100. 3 Although they are classified as malignancies, most appendiceal carcinoids exhibit benign behavior patterns. These tumors tend to occur in patients in their 40s, and most are localized to the appendix at the time of presentation. 2 For lesions smaller than 1 cm that are located in the tip of the appendix, appendectomy is curative nearly 100% of the time. 2 Appendiceal carcinoids that are larger than 1 to 2 cm, involve the base of the appendix, or invade the mesoappendix, may exhibit a more aggressive biologic behavior and warrant consideration of right hemicolectomy. A large population-based study showed that goblet cell histology was associated with a particularly poor prognosis among carcinoids. 4 As with other neuroendocrine tumors, patients with appendiceal carcinoids may present with second primary tumors, especially of the gastrointestinal and genitourinary tracts, and this likelihood was recently estimated at 18.2%. 5 Thus, these patients undergo colonoscopy and other screening procedures, as appropriate, based on the age of the patient and additional risk factors.
Noncarcinoid tumors of the appendix are rare tumors that typically present as appendicitis in an older patient. The duration of symptoms is usually longer. A mild anemia may be present 6 . however, the diagnosis is not usually made preoperatively. The mucinous adenocarcinoma cell type is most common and has a better prognosis after resection than does the colon or signet-ring cell type, with 5-year survival rates approaching 50%. 6 Some patients with mucinous tumors present with a distended appendix containing mucus, called a mucocele. Right hemicolectomy is recommended for noncarcinoid cancers larger than 1 cm.
A mucocele of the appendix is the result of obstruction of the appendiceal orifice with distention of the appendix caused by intraluminal accumulation of mucoid material. The mucosa of the appendix may contain benign epithelium associated with a retention cyst, mucosal hyperplasia, or low-grade atypia noted in low-grade appendiceal mucinous neoplasms. However, the epithelium may also exhibit malignant changes as with mucinous adenocarcinoma. [7] Intact mucoceles smaller than 2 cm are nearly always benign. 8 A retention cyst results from chronic obstruction of the proximal lumen, usually by fibrous tissue, which leads to a simple mucocele that is lined by flattened cuboidal epithelium and is cured by appendectomy. Larger mucoceles are more likely to be neoplastic. Every effort is made to keep the mucocele intact during extraction, including placing the specimen in a bag or converting a laparoscopic procedure to open if necessary. 8 The mesoappendix is removed with the appendix to determine lymph node status, but a right hemicolectomy is not indicated unless there is invasion of the base of the appendix by tumor. 
